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EB MAY L5 Lo

DEPARTMENT OF COMMERCE
BURBAU or THE CENSUB

Resi.stm.ion Distriet No@_-_?_@i—

MISSOUR] STATE BOARD OF HEALTH

STANDARD CERTIFICATE‘E%F

Primary Registration Distriet N

136806
Bials Fils No

Reiorars No..s 383848

ATH

1. PLACE OF DEATH:

/

(a) County.

é.;USUAL RESIDENCE OF DECEASED:

(c) Place: burial or cremation
18. (a) Signature of funeral director,
(b} Addrem

19. (a}
(Data roced 1

(8) Clty or town St. Louls {a) Stat —— (8 County
Ir ide ci limits, write “RURAL" and f towmshi X
() Neme of hupit:l or ‘!‘m&futﬁ:;:h o limits, e and name of townuhip) (@ Oity or town St. lLouis 2 /
Homer G, Phillips Hospital (I outabde city of town i, w71t “RURAL") -
(If not in hospitol or jnstitution, write strest ngmher or locil;?;) da
(d) Length of stay: In hospital or izstitation mos ¥s (@) Street No...2028 Tawkon Ave.
5 ars (Specify whether (II rural, glve location}
In this community. ye
yoars, months or days} (&) If foraign born, how long in T. 8. A.Y — years,
o MEDICAL’ CERTIFICATION
% L Nade Robert Anderson & 3 ( ~ . 19
8. (8) 1f vet 5. ) Seclal Sect 20. DATE OF IATH: Month A day 55 P
3 veteran, . (¢) Sc ecurity
h minute. M.
nama war. nk. No. Unk. year our U
21. I hereby cortify that I attended the d d from
M 5. Color?‘llr 8. (a) Single, wldoweg married, — 19 to 4—19— 19.49..;
« s 212 racaC570 divorced_...22. that 1 lastsaw b 111 airve on 4=19= 140 ;
6. {d) Name of hushand or wife. 6. () Age of husband or wife If and that death occurred on the date and hour stated above. Durat
3 on
alive____.__ _years || Immediate cause of death -
7. Birth date of d 4 Unk __Pulmonary Tuberculosis Approx 9 mos
{Month) (Day) {Year)
8. AGE: Years Months Day If less than one day Dua to -
About 3 Ao
13 5 br, min, e to Fi ,f\
9. Birthplace et T s 0 ' c ] /‘f
{City, town, or connty) (Suate or foreign noun%ﬁ) i ¥
10. Usual oecupation, Labor‘er h 0:?::}::.“““"“. e T ] ,] h—é{’
11, Industry or buxt // ﬁ PHYSICIAN
e ) Major findings: 1 -
g { 12. Name_*_ - ‘Frailk Anderson ‘/? - OI operations. L{{’b “Enderlln&
. . o cansa
= \13, Birthplace : ......_.I-.*.Q..H;.S.J.;é.n_,é-...._ which death
(Cils.to o, or county) (Stats or foreign coantry) Of sutopsy should be
14. Maiden name Y{ charged sta-
Unk tintically
3 15. Birthplaes (City. (s““ p m‘”) 22, fc:i:lth w::,;:: to e::;n:dul(nu, ﬁll\in the following:
t, specify)
16. {a) Informant's own lizmtu.r 11 =) e o °
®) Addres___ 2601 N. Vhittisr (3 Date of occur
{¢) Whare did injury occur?.
17, {a) (City or tawn) (County) (Sta
(Burial, cremation, er removal) (d) Did Injury oecur in or about home, on farm, in Industrial place, in public plme‘.'

(Specify Lype of place)}
‘While at work? {s) Meana of injury,

e ———
28, sum‘mg‘jdAMJm_— M4,D. rgtben
addrom_ 2601 N. Vhittier St. D22 TIL0 lyz;o—




| STATEMENT BY LICENSED EMBALMER ]
- : ' |
\

I hereby certify that the body whose name is recorded on tlhe reverse side of this certificate was embalmed by me, or DYt

'

, Registered Apprentice No

working under my personal supervision.

Licensed Embalmer No
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v
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Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. " (Failure to comply
the ahove constitutes grounds for revocation of license.) ’ : j

If this body is not embalmed, above space should be left blank.




